
Michigan Department of Consumer & Industry Services            File #___________________________ 
Bureau of Health Services 
OHS-0206 (4/03)  
 TREATMENT DATA FORM 
 
NAME OF PATIENT:  
_______________________________________________________________ 
 
Date of Birth: ______________________  Social Security Number: ______________________ 
 
 
NAME, ADDRESS AND PHONE NUMBER OF DOCTOR(S) AND/OR HOSPITAL(S) 
PROVIDING TREATMENT FOR THE SAME CONDITION  STATED IN COMPLAINT: 
 
FULL NAME:        Dates of Treatment: 
 
ADDRESS: _       Beginning:     
 
CITY/STATE/ZIP: ___________________________ Ending:     
 
TELEPHONE:    ( )     
 
 ***** 
FULL NAME:        Dates of Treatment: 
 
ADDRESS:       Beginning:      
 
CITY/STATE/ZIP:        Ending:    _ 
 
TELEPHONE:    ( )      
 
 ***** 
FULLNAME: _______________________________  Dates of Treatment: 
 
ADDRESS:       Beginning:     
 
CITY/STATE/ZIP:      Ending:     
 
TELEPHONE:    ( )     
 
 ***** 
FULL NAME:       Dates of Treatment: 
 
ADDRESS:       Beginning:     
 
CITY/STATE/ZIP:      Ending:     
 
TELEPHONE:    ( )      
 
 ***** 
FULL NAME:       Dates of Treatment: 
 
ADDRESS:       Beginning:      
 
CITY/STATE/ZIP:      Ending:     
 
TELEPHONE:     ( )      
 
 
The Department of Consumer & Industry Services will not discriminate against any individual or group because of race, sex, religion, age, national origin, 
color, marital status, disability or political beliefs.  If you need assistance with reading, writing, hearing, etc., under the Americans with Disability Act, you may 
make your needs known to this agency. 
 
Completion: Voluntary Penalty: None 
 



Authority:  P.A. 368 of 1978, as amended 


	Bureau of Health Services

